prejudice. He was assigned to a city hospital emergency room which handled all the police cases for that particular city. Stab wounds and lacerations reached a hundred over the weekend. The intern had very little contact with the outside world but the emergency room served as a window to the city which looked to him like a big jungle, cruel and sadistic. The police would bring in the wounded victims with 'no law or order being kept.' Later on, the intern was afraid to leave the staff house alone, even for a walk during the day. This fear was reinforced by two isolated incidents. At one time a friend of his came to visit him at the hospital and as soon as he stepped off the bus, a Negro youth hit him in the eye with no words being exchanged between the two. Three months later he assisted in an ocular enucleation of a man who was hit in the eye in a similar incident. During the operation, and each time he changed the dressing of that patient, he had intense mixed emotions of fear and anger. It has now been five years since his arrival in this country and he has come to know more about American culture and society. Nevertheless, he always has a vague uneasiness, with anxiety symptoms, and a sense of being trapped or closed in every time he finds himself in a predominantly Negro residential area. Although at times this man's feelings are justified, he has an exaggerated irrational fear.
This type of phobia differs from the other two in that it remains an isolated behaviour and will not spread to other parts of the patient's life. It does not have a deep unconscious conflict behind it and people with such phobias are seldom bothered enough to seek help. Sometimes the family or family doctor will push the patient into therapy. These are the patients who will take the first chance to discontinue treatment.
The best treatment for this type of phobia is the supportive, warm attitude of the therapist, who might use one of these methods: hypnotherapy (6, 14) , systematic desensitization (3, 20) , or paradoxical intentions! (9, 12).
Phobic Reaction: This is considered to exist when the phobia dominates the patient's symtomatology at the time of the initial interview. The time of the initial interview needs some emphasis because the cases we have treated or evaluated were troubled for many years with a more profound psychopathology which had some phobic elements; later on, the phobia was considered the major problem. In these cases the phobia was presented as the 'ticket' symptom for therapy and was considered as a secondary symptom to the whole psychopathology by both the therapist and the patient after a few weeks in therapy.
To clarify this point we may consider two examples of different personality traits.
Case 2: Mrs. S. M. was a 30-year-old housewife and mother of 12-year-old twin boys, who were conceived before the legal marriage took place, During her 13 years of marriage she and her husband were separated a number of times. She was very close to her mother who visited her home almost every day. She applied to an outpatient clinic for treatment because . . . "I have been unable to go out of the house to do my shopping and laundry for the last six months." Three weeks before her phobic symptoms were considered as the major trouble by the patient and her family, her mother was sick and refused to go to the patient's home. Mrs. S. M. was furious and complained to her husband, who sided with her against her mother. However, he refused to help the patient in the coming weeks and it was at this time that the phobia began to be the major complaint. It is interesting that it was the mother who brought the patient to the clinic and accompanied her to the therapist's office every week. In therapy it was found that Mrs. S. M. had had an obsessional concern for at least ten years that every time she was undressed to take her bath she would 'flip crazy' and dash out of the bathroom naked into the kitchen, take a knife, and murder her twins. She started to lock the knives away in a closet before taking her bath. Later, she stopped taking a bath unless an adult was in the house (usually her husband or mother).
Case 3: Miss R. J, was a 19-year-old single, pregnant girl who was brought to the clinic by her parole officer because of an intense fear of her room. She started spending her nights in a coffee shop, the bus terminal or a railroad station. She had a long history of delinquency, asocial and antisocial activities. During her pregnancy she was deeply dependent on her parole officer, a young social worker, both emotionally and financially, as she was on welfare. The social worker started a psychotherapy group of single pregnant girls seen by the Welfare Department and asked Miss R. J. to join. Miss R. J. promised to do so but never showed up in the group. Instead, she fainted in a coffee shop that same week and police took her to a nearby hospital emergency room. The next week she fainted again in a bus station and was brought to the clinic for therapy.
As we see here the phobic symptom was the only similarity between these two patients. Their basic problem is no more similar than an obsessive-compulsive neurosis to a character disorder. The 'phobic reaction' group of patients lack the cohesiveness and the similarity we see in obsessive compulsive neurosis or that of hysterical character. We feel that any personality trait could develop phobic symptoms at the proper time and situation (20) which is not true for other neuroses or character disorders. Generally in this group of phobic reactions the phobic symptoms had a symbolic meaning where the phobogenic object represents a concept or a vague intuition; behind that hides another human relationship (17) .
The phobia in Case 2 was a protest against the mother, who refused to visit the patient's home, which eventually strained and threatened their relationship. The phobic symptom in Case 3 was a deep cry of helplessness to her parole officer to save a girl from the embarrassment of attending such a humiliating group, and a passive protest which also threatened her relationship to her parole officer. Again the phobia in this group serves as a resolution of an unconscious conflict, and it is face-saving. Another example will illustrate that.
Case 4: Miss C. K, was an l8-year-old girl who lived with her 63-year-old mother, who worked as a bank clerk. Miss C. K. lived in the downtown area close to burlesque bars. She had lived a promiscuous life since the age of nine years. Her girl friends were what could be called 'burlesque show girls', who supplied her with all types of 'friends' from sailors to alcoholics. Her mother argued with her continuously abour these friends. Miss C. K. threatened to leave home as soon as she was 18 years old. One week before her 18th birthday she was hospitalized with abdominal pain diagnosed as 'non-specific ulcerative colitis.' When discharged two weeks later she was agoraphobic and was referred to us. In therapy Miss C. K. was concerned about her future, feeling she would become a prostitute if she left her mother and lived alone. Thus far, she had refused to take money but had been tempted to keep $50 which had been given to her. This was the first time she realized where her present way of life might lead, and it was a frightening idea. We see here that the phobogenic object (street) symbolically stood for 'being prostitute' and the agoraphobia kept the mother/daughter relationship as it was.
We look at phobia in this group as a relatively 'healthy symptom'. It protects the patient's ego from the crippling freefloating anxiety by focusing it on one or several objects which could be avoided. Thus, the ego is left with more freedom and more strength to deal with other aspects of life (2) . From this point of view phobics look 'healthier' (8) than they indeed are, Arieti (1) puts it in a different framework by stating that the phobic patient displaces a "fearful expectancy of vague intangible threats which may be difficult to define or which he doesn't want to define or recognize" to a concrete object which can be avoided.
The most effective therapeutic approach with this group is long-term psychotherapy. The patients in this group knew how absurd their fears were but they had been reasoned with and persuaded by family, friends and family physicians to overcome their fears. Some were even deliberately pushed into the phobic situation, but it was to no avail. Some were seen by a family physician who gave advice, encouragement, and medication before referring them to a psychiatrist. Depending on this previous experience some patients feared the psychiatrist would ask them to do what they were afraid of. This aspect should be dealt with very early in therapy. It is known in psychiatryt'hat the interpretations of the symbolic meaning of the phobogenic objects will not help the patient overcome his phobia. The patient has to be asked to try the phobic situation (11, 19) and learn to tolerate discomfort in order to overcome his fear. Often after the phobic symptoms are reduced the patient becomes 'sicker' in his own basic personality structure, as in Case 2, the patient with the murderous obsession, who had developed a new obsession -that her mother had an illegitimate child; and Case 4 who started her sexual acting out using less precaution to avoid pregnancy. Often these setbacks are minimized or ignored and the cases are reported as 'cured' in rhe non-psychotherapeutic approaches as seen in the literature (2, 20, 12) .
Bizarre Phobic Type: This is seen in borderline psychotic, psychotic, and mentally deficient patients. It is seen as panophobia, where the patient is in constant panic and every object being perceived as potentially dangerous. This reflects the disintegrated internal world of these patients and the fragmentation of their ego is proj-ected on the outside world. It is a realization of those patients of the shaky ground of their reality testing abilities.
Case 5: Mrs. C. B. was a 36-year-old mother of four children married to a heavy drinker, probably an alcoholic. She came to the clinic asking for hospitalization. She had never been hospitalized before and was requesting it because "I'm afraid to stay home, afraid to go out, afraid of a crowd, afraid of strangers, etc . . . • doctor, I'm going crazy." Her past history revealed that she had had similar episodes but never to this extent. In addition to this there was a multiple psychopathology which indicated her borderline psychotic disorder.
In me psychotic characters delusions are the other side of the coin of phobias seen in psychoneurotic characters. The psychoneurotic patient perceives a particular human relationship as a threat and he dehumanizest! it first and then projects it as a phobogenic object; while in delusions this ability 'Of 'assimilation' is lost and the patient projects the threat of a human relation directly on to the persecutor. Again, probably because the phobogenic object is 'it' the phobic reacts actively by avoiding it, while the deluded patient acts helplessly or becomes panicky because it is a 'he' (1). This may explain the point that Mrs. C. B. was on the verge of a full psychotic break and her phobias would be the seeds of her future psychotic delusion. The most appropriate treatment for this group is supportive psychotherapy. Large doses of tranquillizing medication to cairn anxiety may spare the patient the need of an emergency hospitalization.
One point in common to all the cases we treated or evaluated in the second and third graups was that the patients were phobic (or at least had uneasy feelings) years before psychiatric contact. All were basically dependent people. There was a major dependent figure (usually a mother or husband) with a sado-masochistic relationship (8) . Generally the patients were of borderline adjustment and passed the usual life crises with some difficulty. When something happened between rhe patient and his dependent partner which threatened the relationship, directly or indirectly, the patient attempted to resolve this conflict in his own way. Some strove for independence (Case 4) while others attempted to shift the dependency to another figure. When these attempts failed the phobic symptom (which was already there) was used.
ttHuman figures such as policemen, dentists and doctors are all dehumanized. It is the role or uniform which frightens the patient, not the person himself (1).
Summary
Phobic symptoms were discussed in different types of personalities: 'normal', psychoneurotic, and psychotic. The psychodynamics were different in each; also the suggested treatment was different. The idea that phobic reaction is not a disease in itself was entertained, and an attempt was made to see why phobic symptoms developed and why they came to the psychiatrist's attention.
